IMPORTANCE The veracity, nomenclature, and conceptualizations of sex addiction, out-of-control sexual behavior, hypersexual behavior, and impulsive or compulsive sexual behavior are widely debated. Despite such variation in conceptualization, all models concur on the prominent feature:
Introduction
From Tiger Woods to Harvey Weinstein, news articles have conjectured that "sex addiction" is a growing and heretofore unrecognized "epidemic," 1 ). 6 Symptom presentation also varies across conceptualizations, rendering the precise estimation of national prevalence difficult. 7 Consequently, scientists' ability to empirically examine the veracity of pop culture's supposition that CSB is a "growing epidemic" 1 remains limited.
Despite such lack of consensus regarding conceptualization and operationalization, all conceptualizations share a common feature: having substantial difficulty controlling one's sexual feelings, urges, and behaviors that causes clinically significant levels of distress and/or impairment.
This key feature forms the basis of the new classification of compulsive sexual behavior disorder (CSBD), which, for the first time, has gained recognition as a formal disorder in the International Classification of Diseases, Eleventh Revision, under the class of impulse control disorders. 7 Specifically, CSBD is characterized by a persistent pattern of failure to control intense, repetitive sexual urges, which results in repetitive sexual behavior that causes marked distress or social impairment. Such distress and impairment includes neglecting social activities or personal health, repeatedly attempting to control sexual behavior unsuccessfully, and continuing to engage in sexual behavior despite adverse consequences or even when the individual derives minimal pleasure from his or her sexual activities.
Given the recency of the classification of CSBD and preceding absence of consistent definitions, we know of no systematic epidemiological studies of this disorder that have been conducted in the United States. Rough estimates of the perception of one's sexual behavior being out of control have been obtained in other countries, 8 and national prevalence in the United States has been estimated based on small samples. 4, 7 Such studies have indicated that relatively few individuals perceive their sexual behavior as out of control and experience distress and/or impairment due to their sexual behavior. In the United States, prevalence has been estimated to range from 1% to 6% in adults, with an expected male to female ratio from 2:1 to 5:1. 4, 7 Given the dearth of systematic epidemiological studies in the United States and debate surrounding definitions and specific symptom presentation, assessing the prevalence of distress and impairment associated with difficulty controlling one's sexual feelings, urges, and behaviors provides the closest population-based estimate of CSBD available at this time.
The current study assesses the prevalence of this key feature in the United States by administering the Compulsive Sexual Behavior Inventory-13 (CSBI-13) to a nationally representative sample ( Figure) . The CSBI-13 was designed as a screening instrument to assess the severity of impulsive and compulsive sexual behavior. 9, 10 The current 13 items parallel the proposed criteria of CSBD and assess the severity of perceived difficulty controlling one's sexual feelings, urges, and behavior and the degree of distress (feeling ashamed of sexual behavior, engaging in sexual behavior as a means of emotion regulation) and psychosocial impairment (social, interpersonal, and occupational consequences) associated with such behavior. 11 Currently, the CSBI-13 is the only existing screening instrument with an established clinical cut point to accurately identify those who meet and do not meet criteria for the probable CSB syndrome 72% and 79% of the time, respectively. 11 Based on prior US prevalence estimates of CSBD, we hypothesized that 1% to 6% of the population would meet the clinical cut point of the CSBI-13 and 20% to 30% of those who met the clinical cut point would be women. of adults who completed 1 of the previous waves of the NSSHB studies and from a fresh sample of the general adult population in the United States. Participants from both target groups were randomly recruited through probability-based sampling, and households were provided with access to the internet and hardware if needed. 12 This method used the largest national sampling frame from which fully representative samples can be generated to produce statistically valid inferences for study populations.
Of those who were sampled for the study, 51% (2594) pursued interest in the study by visiting the website where they could learn about the study. Of these individuals, 94% (2432) provided informed consent, and 95.6% (2324) of those who provided informed consent completed the CSBI-13. The NSSHB was approved by the Indiana University institutional review board.
Measures Compulsive Sexual Behavior Inventory
The CSBI-13 is a screening tool that assesses the core feature of CSBD: functional impairment and/or distress associated with difficulty controlling one's sexual feelings, urges, and behaviors. 10 The CSBI-13 has been shown to have adequate reliability, reliable criterion validity, and discriminant and convergent validity. 11 Previous versions of the CSBI have been tested in various populations of adult men and women in the United States [13] [14] [15] [16] [17] and in other countries. 17, 18 Participants rate each of the 13 items ( Figure) on a 5-point scale ranging from 1 (never) to 5 (very frequently). The total scale score is computed by summing across items. A score of 35 or greater has been shown to be a sensitive and specific cut point for distinguishing individuals who meet criteria for the probable CSB clinical syndrome, which mirrors the proposed diagnostic criteria of CSBD. 11 Because the CSBI-13 is a selfreport screening tool that was created prior to the new classification of CSBD, a score of 35 or higher indicates a high probability of meeting diagnostic criteria and warrants further evaluation to ascertain the diagnosis of CSBD.
Sociodemographic Questions
Age, race/ethnicity, education, and household income were collected during GfK's panel recruitment process. Income was reported categorically ranging from less than $5000 to $250 000 or higher.
Given the number of ordinal categories, income was collapsed into the following categories: less than $25 000, $25 000 to $49 999, $50 000 to $74 999, $75 000 to $99 999, $100 000 to $150 000, and more than $150 000. Similarly, education level was collected categorically and was subsequently collapsed into the following categories: less than high school education, high school diploma or equivalent, some college or associate's degree, bachelor's degree, and master's degree or higher.
Respondents selected their ethnicity/race from the following options: white, non-Hispanic; black, non-Hispanic; multiple races, non-Hispanic; and Hispanic. During the survey, participants noted their gender as man, woman, transman, or transwoman. Because only 4 individuals identified as transgender, transgender individuals were categorized according to their gender identity.
Participants also labeled their sexual orientation as heterosexual, bisexual, gay or lesbian, asexual, or something else. Those who identified as asexual or something else were combined, given the low frequency of these labels. were calculated. Significant findings (2-sided P < .05) were further examined using binary regression with a log-link function to estimate differences in rate ratios across the various sociodemographic variables.
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To correct sources of sampling and nonsampling error, the study sample was corrected with poststratification adjustments using demographic distributions from the most recent Current
Population Survey from the US Census Bureau. 19 These adjustments resulted in a panel base weight that was used in a probability proportional to size selection method for establishing the sample for the current study. 12 All data presented in this study use these weights. Table delineates the distribution of sociodemographic characteristics across individuals who exhibited and did not exhibit clinically relevant levels of distress associated with their sexual urges and behavior, as well as differences in prevalence rates across various demographic variables.
Results

Participants
Prevalence Estimates
The prevalence rate of endorsing clinically relevant levels of distress and/or impairment associated with difficulty controlling sexual feelings, urges, and behaviors (CSBI-13 score Ն35) was 8.6% (95% CI, 7.5%-9.8%) (201 participants No other significant differences were found (P > .05 for all).
Discussion
Has pop culture correctly assumed that CSB is an epidemic? Results suggest that a substantial proportion of people (10.3% of men and 7.0% of women) perceive themselves to have difficulty controlling their sexual feelings, urges, and behaviors in a way that causes distress and/or impairment in their psychosocial functioning. A more plausible explanation is that the individuals who met the clinical cut point of the CSBI-13 capture the entire range of CSB, ranging from problematic but nonclinical out-of-control sexual behavior to the clinical diagnosis of CSBD. This suggests that the clinically relevant levels of distress and impairment associated with difficulty controlling one's sexual feelings, urges, and behaviors may represent both a sociocultural problem and a clinical disorder (ie, a manifestation of sociocultural and intrapersonal conflicts around sexual values vs a clinical diagnosis of CSBD). Thus, health care professionals should be alert to the high number of people who are distressed about a lack of control over their sexual behavior and carefully assess the nature of the problem, consider its possible etiology, and find appropriate treatments for both men and women.
Our findings indicate that gender differences in endorsing clinically relevant levels of distress and impairment associated with difficulty controlling one's sexual feelings, urges, and behaviors were much smaller than previously hypothesized. 20, 21 Men evidenced only a 54% greater likelihood (OR, 1.54; 95% CI, 1.15-2.06) of meeting the clinical cut point than women, who accounted for 41% of the sample who met the clinical screen cut point. Explanations justifying the hypothesis that CSBD may be much more common among men than women have been vague, although some researchers have pointed to differences in male sexuality with regard to intrinsic sexual motivation, ease of arousal, and more permissive attitudes toward casual sex. 4 Such explanations tap into the sociosexual culture that underlies conceptualizations of masculine ideology (ie, male sexuality as "irrepressible"
22
) and suggest that when men get more access to sexual "outlets," 22 they may be more prone to developing compulsive sexual behavior. This is in contrast to feminine ideology that marks women as the "sexual gatekeepers," 22 who are expected to keep sexual urges in check and, thus, would be less likely to develop compulsive sexual behavior.
Given recent cultural shifts toward becoming more permissive of female sexual expression and the proliferation in accessibility to sexual imagery and casual sex through the internet, software applications, and social media, one possible explanation for the smaller gender differences found in our study is that the prevalence of difficulty controlling sexual behaviors among women may be increasing. Such an explanation warrants further empirical evaluation, given the lack of prior epidemiological estimates. Alternatively, given the dearth of data on CSBD among women, another possibility is that gender differences are truly much smaller than hypothesized. Researchers and clinicians are not immune to sociocultural biases regarding gender and sexual ideology 23 and may therefore be more likely to overlook female CSBD or conceptualize it as a manifestation of another clinical issue (eg, trauma, bipolar, or borderline personality disorder). 24 Future research should examine the myriad questions raised by this finding by examining longitudinal data, gender ideology and adherence to gender norms, and concomitant psychopathology.
With regard to demographic characteristics, we found that individuals with lower education, those with very high or very low income, racial/ethnic minorities, and sexual minorities were more likely to meet the clinical cut point than individuals who reported having higher education, having moderate income, and being white and heterosexual. These findings suggest the importance of understanding the sociocultural context in which distress surrounding difficulty controlling one's sexual behavior occurs. However, we are aware of few studies to date that have examined the sociocultural context of CSBD, with the exception of sexual orientation. 13, 25 Researchers have argued that sexual minority men may be more at risk to develop sexual compulsivity, given their higher numbers of sexual partners, greater permissiveness of casual sex, and access to a variety of sexual outlets. 25 More recently, however, research has found that minority stress increases risk for sexual compulsivity, 26 and associated syndemic problems (eg, depression, anxiety, childhood sexual abuse, substance abuse, intimate partner violence, and sexual risk behavior) increase such risk among sexual minority men in a dose-dependent fashion. 27 Our results corroborate the notion that minority stress increases risk for CSBD and suggests additional potential health disparities in CSBD. Hence, CSBD should not be assessed outside of its sociocultural context, and a public health approach may be warranted to address CSB.
Limitations
The current study was limited by the nature of the survey and its methods. First, the CSBI-13 is a screening tool and has evidenced measurement error in its accuracy to distinguish the probable CSB clinical syndrome. Even if we account for scale measurement error (based on the 79% accuracy of the CSBI-13), the estimate (8.6%) remains higher than previously speculated and higher than that of other mental health problems (eg, prevalence of any depressive disorder is 5.7%
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). Additionally, the NHSSB did not assess additional causes of distress about participants' sexual behavior beyond lack of control, which limited our ability to interpret the meaning of the high prevalence rate. Erotic conflicts related to sociocultural norms about sexuality and gender, sexual orientation conflicts, and certain psychological disorders (eg, bipolar disorder, substance use problems, obsessive-compulsive disorder) that have been associated with sexual compulsivity may explain the presence of CSBD. This represents an important avenue for future research. Finally, this study could not rule out whether sociodemographic differences were due to scale bias. However, the possibility of scale bias is mitigated by the myriad versions of the CSBI that have been translated, validated, and studied in diverse populations within and outside of the United States.
Conclusions
This study was the first we know of to document the US national prevalence of distress associated with difficulty controlling one's sexual thoughts, feelings, and behaviors-the key feature of CSBD.
The high prevalence of this sexual symptom has major public health relevance as a sociocultural problem and indicates a significant clinical problem that warrants attention from health care professionals. Moreover, gender, sexual orientation, race/ethnicity, and income differences suggest potential health disparities, point to the salience of sociocultural context of CSBD, and argue for a treatment approach that accounts for minority health, gender ideology, and sociocultural norms and values surrounding sexuality and gender. Health care professionals should be alert to the high number of people who are distressed about their sexual behavior, carefully assess the nature of the problem, and find appropriate treatments for both men and women.
